HIPAA 5010 Changes to the

Integrated System
G

Client Information — Contact Tab
Outpatient — Service, Claim and Other Payer
Day Treatment - Service, Claim, and Other Payer

Inpatient - Admission, Service, Claim and Other
Payer

Edit Messages — Outpatient, Day Treatment and
Inpatient



Client Information/Contact Tab

5L 85153 | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | c10B |
FOBO0-KEDREN CMH:70301-KEL y 1bagues

Client Information cion: 7] £!P now allows I

for 9-digits

nefits

Op Identification | Contacts | Financial | Other | Groups | XRef | N =
Return ClientAddress \ \
Zhange Provider Transient/Homeless [ Time Homeless: | \\ ]

Find Client Address 1: |]_94D Example Street Address 2@ |
City: |[Mohave County =1 state:|AR =] Zip:|91275 --|2524
Phone: (h) | (w) |

Address Memo: |
Check Eligibility Windows Internet Expla

Enroll Client If the ZIP COde |S NOT 5 dIgItS _5 - Tnvalid zip Code
Eligibility History || Or numeric the following edit .
message will be displayed.

Daily Log

Wiew Epizsodes




Outpatient Service

SR 98FI59 | DEPARTMENT OF MENTAL HEALTH | Home | Clinical | Administrative | Plan | CIOB |
1904-ANTELOFE V:1904A-ANTELOFE

Add Dutpatient Serviﬂe Client: Test,ExampleClienty
{

RP: | | T[] DDS:'

Procedurse Code:

NeW f|e|d that a”OWS rvice ll Evidence Based Practice:
. . b= T : H Minut - —
user to indicate IF the [~ I° o I_I e 01-EBR ACT -

Minutes 10-EEP MST

. . ||:|
Patient Signature was tient Signature Provider Signature |LLEBPFFT

Not available when the Not Available [ ©n File [ 2B-CPP Chld-Prnt Ther =

. . ating Staff
service was provided. | =

Total Time for this Staff:

I':I Hrz I Minutes

=

Total Time in Minutes: ||:| |




Outpatient Sexrvice Cont.

E“EHMEI“|DEPARTMENT OF MENTAL HEALTH | Home | Clinical | Administrative | Plan | CIOB |
1504-ANT

Edit message will display

Add Outpatient Service client:TestExal i 1o bos for Provider

Required check box =1 | Signature on file is NOT
Return indicating that the checked.
check Eial Provider Signature is ars[ ] Mirutes
on file. . Minutes

Claim

Patient Signature —Frovider Signature p
Teleph Col: - . Brf Strat FamTher

= =phene Mot Available [T ©On File [ CPP Chid-Prnt Ther x|
Additional Participating Staff

| =l
Total Time for this Staff: ] E - Provider Signature On File is required,
L

ID Hrs I Minutes

Add >

windows Internet Lzplorer

Total Time in Minutes: ||:| | Claim I Save I Cancel I




Outpatient Claim — DO only

Service Facility Address is required for
Medicare & Medi-Medi claims when
Place of Service (POS):

* POS = Home & Client = Homeless, or
* POS # Home & POS # Office.

Mod1 Mod2 Unit Type  Units Rate

Return

Check Elighilty If Service Facility

Address is NOT
entered the following
edit message displays.

Service

Service Faclity [
Address

Claim Plans:

Windows Internet Explorer

A

Service Fadlity Address is required when Medicare is a paver, the service was performed at Home and the clienk is

transient: or homeless

Submit | Save | Carr:el'

LasAngeles S
C“”F‘"‘DEPARTMENTUFMEM If the 4 digit extension
IS unknown use ‘9998’
|

Facility Address

Client Benefits 0504140

|Medicare : ge:

ServiceDate Rate

ZIP code must
be 9-digits

02/11/2012 33

Address 1: |1320 Example Sireet Address 2

City: |L05Ange|es
windows Internet Explorer x|

L) _H, - Full 2 digit Zip Code is required
L3

State:|CA x| Zipv (30022 -

Edit message
if 9 digit ZIP
NOT entered.




Outpatient Claim - Other Payer
.

'{;"n’“u"‘ ’ﬂf}"—f | DEPARTMENT OF MENTAL HEALTH

| Home | Clinical | Administrative | Plan | CIOB |

: P =

Other Payer

Client: Test . Examuole ',
|

Fayer
Payer: |Dtherl Insurance [07,/01,/21 Rezpnnsibility: |l
Return Inzurance Type Code: I ll

For every ‘Other Insurance’ payer
on the claim the sequential order
of responsibility must be entered.

Amount Paid: I
Auth Code: |

Reascn: |

[
[

Amount: I

Quantity |

If the responsibility order for each Other
Insurance payer specified in the claim is
NOT in sequence, or is duplicated, this

edit message displays.
\ g play

= L] E Cther Insurance Responsibilicy order is inwalid
L3




Outpatient Claim - Other
Payer Cont.

5L JRFISS | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | c1os |

1904-ANTELOPE V:i1904A-ANTELOFPE

Other Payer

Client: Test , Example ',

Payer: I

Fayer
MEDICARE [07/01/2002] =]  Recponsibility: |

Return Insurance Type Code: I

Insurance Type Code is required
on Claims when Other Insurance,
Medicare and Medi-Cal are payers

[12-Medicare Secondary Working Aged Beneficiary or Spouse with

13-Medicare Secondary End-Stage Renal Disease Beneficiary in th
1d4-Medicare Secondary, No-fault Insurance including A&uto i= Primg
15-Medicare Secondary Worker's Compensation

15-Medicare Secondary Public Health Service (PHS) or Other Fede
41-Medicare Secondary Black Lung

42-Medicare Secondary VWeteran's Administration

43-Medicare Secondary Disabled Beneficiary Under fge 65 with L3
47-Medicare Secondary, Other Liability Insurance iz Primary

in the claim, making Medicare the
secondary payer.

| T —— I

When Medicare is a secondary
Payer; if Insurance Type Code is
NOT indicated this edit message

displays on the Claim screen.
\ play

Windows Internet Explorer X

L E Insurance Type Code is required For Medicare when Medicare is 8 secondary payer in the claim
L3

|




Day Treatment Service
.

SR IFISF | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | c10B |
1958-DOROTHY KIRBY C:19530D-DOROTHY K Jjgarciabagues [¥]
Add Day Treatment Service Client: Test,Example ?
RF":l LI Tormys [ DGS‘:I—
Return Procedurs Cods: | LI
Check: Eligibility Place OF service: |

-
Ewid 5 d & tice:
Claim Service Units: I— Col I— — "r: Z”;:ISZEE ractace
-Mo

e,
atient Signature Provider Signature Telephone: [ 01-EBE ACT :I
Mot Available [T on File [ 10-EBP MST
° Loa s 11-EBP FFT

ditional Participating Staff SA-Brf Strat FamTher
New field that allows =1 28-CPP Chid-Prnt Ther =]
user to indicate if the
Patient Signature

was NOT available _Add > | 1
for the service. tal Units: o0 |

Claim I Sa\nel Can-l:EII




Day Treatment Service Cont.

SR IFISF | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | cIOB |
1958-DOROTHY KIRBY C:195380-DOROTHY K joarciabagues [X]

Add Day Treatment Service Client: Test,Example

Required check box Edit message will display
indicating that the if check box for Provider
Provider Signature is ice: Signature on file is not

on file. checked.

pemep—— 5 L e Provider Signature - By—w—
Mot Available [ on File [ -
Additional Participating Staff i} : FamTher

| Chid-Prnt Ther =]

Windows Internet Explorer %]

) E - Provider Signature On File is required,
L

Add > I
Total Units: [p |

Claim | Save | Can-l:ell




Day Treatment - DO Only

Service Facility Address is required o
for Medicare & Medi-Medi claims when cauiiry pememenoruetd (£ the 4 digit extension
Place of Service (POS): IS unknown use ‘9998’

e POS = Home & Client = Homeless, or Facility Address | Do NOT fill field with
* POS # Home & POS # Office. i ZEeros.
[ Client Benefits }

Medicare !

0304140

Mod1 Mad?2 UnitType  Units Rate

ServiceDat
Check Elghilty ~ ° If Service Facility\ . ZIP code must

Service . : C Address is NOT be 9-digits

Return

entered the
Service Fadlity [ EPSDT Scr fO”OWIﬂg eC-IIt -
Address message d|sp|ay5) tY? |Los Angeles

Claim Plans:

Address 1 |1320 Example Street

Stater|CA x| Zip: 0022 -

Windows Internet Explorer

Edit message e
' Service Faciity Address is required when Medicare is a payer, the service was performed at Home and the client is . o g ! Full 8 digit Zip Code is required
() transient or homeless |f 9_ d i g it ZI P

NOT entered.




Day Treatment — Other Payer

SR IFFISS | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | c1oB
B = ]

Dther PavEr lhient: Test . Fyamnle '?

ayer
Pawver: IDtherl Insurance [07/01/21 = R_El;,rpnrlsibilit'g.r: Il
Return Insurance Type Code: I ll
Amount Paid: I

For every ‘Other Insurance’ payer Auth Code: |
on the claim the sequential order
of responsibility must be entered. =]

=]

REoET )

- I B

Armount: I

Quantity:
I Windows Internet Explorer x|

If the responSibiIity Order for eaCh Other 2 3 Cther Insurance Responsibilicy order is inwalid
Insurance payer specified in the claim is '

NOT in sequence, or is duplicated, this

edit message displays. ‘




Day Treatment — Other Payer

5L JRFIS? | DEPARTMENT OF MENTAL HEALTH | Home | Clinical | Administrative | Plan | cioB
1953-DOROTHY KIRBY C:19580D-DOROTHY KIRBY
Other Payer Client: Test , Example 2
B - |
Fayer
Payer: | MEDICARE [07/01/2002] x| Rezpnnsibmw: |
: 1.2-[‘-1Edi-:are Secondary Working Aged Beneficiary or Spouse with :
1 I 13-Medicare Secondary End-Stage Renal Disease Beneficiary in thi
Insura_nce Type COde IS reqUIred 14-Medicare Secondary, Mo-fault Insurance including Auto is Primg
on ClalmS When Other |n3urance, 15-Medicare Secondary Worker's Compensation
. . 16-Medicare Secondary Fublic Health Service (PHS) or Other Fede
Medicare and Medi-Cal are payers 41-Medicare Secondary Black Lung
: : : : 42-Medicare Secondary Veteran's Administration
In the Clalm, maklng Medlcare the 43-Medicare Secondary Disabled Beneficiary Under Age 65 with LA
secondary payer. 47-Medicare Secondary, Other Liability Insurance is Primary
CQuantity: | ‘

Windows Internet Explorer X

When Medicare is a secondary
ﬁ Insurance Type Code is required For Medicare when Medicare is a secondary payver in the claim

Payer; if Insurance Type Code is
NOT indicated this edit message
displays on the Claim screen. |




Inpatient Admission

CSLI8F 1SS | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | CIOB |

7080-KEDREN CMH:7030I-KEDREMN CMHC-AD jgarciabagues ]

Inpatient Episode St - ExampleClienty
New for Inpatient [ees | veid 2;2;2;3:1 i(Zrll\Ig(ljr_lrfor indows Internet Explore
Admission. The ' selected for the | ﬂ - Pairt OF Origir is required.
Point of Origin | episode this edit
field and it's message displays.
required! .

Ward: |[Children Unit Patient File #: [75478345
Point OF Origin: |

Close Episode Legal Status:

FOF Forms

) ) [1-Non-Health Care Facility Point of Crigin
“Wiew Episodes 2-Clinic or Phy=ician's Office

- 4-Transfer from a Hospital

Phys Disabled? S5-Transfer from a Skilled Mursing Facility (SNF) or Intermediate C3
Ciual Diagnosis? |&8-Transfer from ancther Health Care Facility

8-Court/Law Enforcement

Primary Contact: |9-Information not Available

O-Transfer from one district unit of the hospital to another district
E-Transfer from Ambulatory Surgery Center

F-Transfer from Hospice and is Under a Hospice plan of care or en




Inpatient Service
.

SR I8FISS | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | CIOB |
7030-KEDREM CMH:7Y080I-KEDREN CMHC-AD joarciabagues [
Inpatient Service Client: Test , ExampleClientyw '?
1 1]

Fleld was Place Of P I.AGUILJ'—"-.FL, DOLORES-[KICMHSS6] ;I Txrrry: D
SerVice”, now it’S the Procedure Code: IIIIlI:II:I—Ps',n:h Hosp, 21 or under ;I
Facility Type Code. Start Date: [12/1/2011 End Date:[12/31/2011

e acility Type Code: |11-Hospital Inpatient (Includii =]

Edit message will display
i11-Hosmital Inpatient (Including E If you dO NOT Se|eCt a

1Z2-Hos=spital Inpatient (Medicare H
18-Hos=spital - Swing Beds=s il

21-Skilled Mur=ing Inpatient (Inc FaCIIIty Type COde
22-Skilled Mursing Inpatient (Med Bl ]
258-Skilled Mur=ing - Swing Beds
41-Religious Mon-Medical Health
65-Intermediate Care — Level I
66-Intermediate Care - Lewvel II
ge-Res=sidential Facility

85-Special Facility - Other L E - Facility Tvpe Code is required
L

:

Authorization:

Twpe of Admission:

Patient Status Code:

Evidence Based Practice:

windows Internet Expofer




Inpatient Service Cont.

SR IEFISS | DPEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | c10B |
7080-KEDREN CMH:7080I-KEDREN CMHC-AD jgarciabagues [
Inpatient Service E_:“EI‘It: Test , ExampleClienty '?
RP: | AGUILAR, DOLORES-[KCMHS86] | Trnmy: (I
. . Procedure Code: IDlDD-F"sy:h Hosp, 21 or under |
Type of Admission start Date: [12/1/2011 Edit message will display
was the NeceSSIty f|e|d Facility Type Code: | 11-Hospital Inpatient (Includii= | .
on the Admission Authorization: | if you do NOT select a
screen HlPAA 5010 Twpe of Admission: Il-EI‘I‘IEFgEI‘IE'y’ | Type Of AdmISSIOn
requires this field on Patient Ststus Coder  L___________________

Windows Internet Explorer

i 1 idence Based Practice: ,:, 1-Discharge to Home or Self C E!
b/ Inpatlent Service. 02-Discharged/Transferred to 54

0d-Discharged/transferred to ints

07-Left Against Medical Advice o ' - T':."FIE OF Adrission is required
20-Expired : ": ':|.
21-Discharged/transferred to Co

30-5till Patient

43-Discharged/transferred to a A
S50-Hospice — Home

S1-Hospice — Medical Facility (Ce
&65-Dizcharged/tran=sferred to a H
70-Di=charged/transferraed to an




Inpatient Service Cont.
.

oS 38FISS | DEPARTMENT OF MENTAL HEALTH | Home | clinical | Administrative | Plan | cioB |
FO080-KELCREN CMH:7030I-KEDREM CMHC-ALY jgarciabagues []
Inpatient Service I:Clierlt: Test , ExampleClienty '?
RP: | AGUILAR, DOLORES-[KCMHSS86] =]  Tenmy: [

. Procedure Code: IIIILIIIIII—F"S'g.rl:h Hosp, 21 or under ) ] .
Patient Status Code Start Date: [T27i72001 Edit message displays if
IS required on every Facility Type Code: [Ti-rospital Inpatient (inciudi=] | YOU do NOT select a
Inpatient service. Authorization: | Patient Status Code.

Tyvpe of Admission: I 1-Emergency ;[

FPatient Status Codes: | | pture On

Ewvidence Bsssed Practice: [0i-Discharge to Home or Self Cd
02-Discharged/Tran=sferred to &g
O4-Discharged/transferred to intg
07 -Left Against Medical Adwvice ol

20-Expired j : : :
21-Discharged/transferred to Co ! - Patient Status Code is required
30-5till Patient

43-Discharged/transferred to a F ‘
S0-Hospice — Home =
S1-Ho=spice — Medical Facility {(Ce
65-Discharged/transferred to a
70-Discharged/transferred to an

Windows Internet Explorer




Inpatient Service Cont.
.

I&“E%J"ﬂ"}e"ﬂDEPARTMENT OF MENTAL HEALTH | Home | Clinical | Administrative | Plan | CIOB |

7080-KEDREN CMH:7080I-KEDREM CMHC-AD ioarciabaoues ]
]
Required check box I

indicating that the
RP: | AGUILAR, DDLDRES-[I{CMHSSE]I Provider Signature is

Inpatient Service Client: Test ,

Ret . .
sturn Procedure Code: IIIIlI:IEI—F"s',,rn:h Hosp, 21 or under on flle
Check Eligibility Start Date: [12/1/2011 oL )
Claim Facility Typs Codes: |11-Hospital Inpatient (Includi =]
Authorization: |
Tvpe of Admission: I 1-Emergency ;I
Patient Status Code: | 30-Still Patient Ed| F"-rcu-...r der Signature On
File ¥
Evidence Based Practice:
01-EBF ACT
H H H H 10-EBF MST
Edit message will display if 1 -Ear [ .
. SA-Brf ¢ Windows Internet Explorer x|
check box for Provider on opp]

S| g nature on fil e |S NOT ‘ —!x - Provider Signature On File is required,
checked. |/ e Save | cancel |
Ok




Inpatient Claim — Other Payer

J0830-KEDREM CMH:7080I-KEDREMN CMHC-AD

Client: Test , Example

ayer
IDther’l Insurance [07 01721 Rezpnnsibility: |
] Amount Paid: |

For every ‘Other Insurance’ payer | Auth Code: |
A1 on the claim the sequential order
S of responsibility must be entered.

Reaszon: I

Amount: |

Windows Internet Explorer

If the responsibility order for each Other
Insurance payer specified in the claim is
NOT in sequence, or is duplicated, this
dit message displays.

. L] Cther Insurance Responsibilicy order is inwalid
fid > LI




Edit Messages

For Outpatient, Day Treatment and Inpatient Claims

e If Other Insurance is a payer and Payer

Responsibility is not entered or is not an integer
value between 1 and 5, the following edit
message is displayed:

Windows Internet Explorer x|

L] E - Paver Responsibility is required and musk be valid integer value,
[

| 2k I




Edit Messages Cont.

For Outpatient, Day Treatment and Inpatient Claims

e If Other Insurance is the payer and Payer
Responsibility value has been used by another
Other Insurance payer for the claim the following

edit message is displayed:
I

' E - Paver Responsibility has already been used,
L

| Ik, I




Edit Messages Cont.

For Outpatient, Day Treatment and Inpatient Claims

e If Payment Date is not entered on Payer screen
when Detail Adjustment is added the following
message is displayed:

Windows Internet Explorer =

L E - Payment Date From Other Insurance is reguired,
L

| 1K I




Edit Messages Cont.

For Outpatient, Day Treatment and Inpatient Claims

e If aduplicate Adjustment Group code and
Reason combination are entered the following
edit message is displayed:

|

!E Adpstreent Group Code and Reason combination already exsts

x|




Edit Message Cont.

Applies only to Inpatient Service

e If the facility type code is not valid for the
procedure code the following message is
displayed.

Windows Internet Explorer [ =

L] "_n., Facility Twpe Code is nok valid for the selected Procedure Code,
[ ]

| ) I




IS Shut Down

e For EDI Providers — Tuesday, March
13, 2012 at 11:59 p.m.

e For Direct Data Entry — Friday, March
16, 2012 at 5:00 p.m.

e |S will be up Monday, April 2, 2012



